Rates of exposure to violence and traumatic events for children and adolescents are exceedingly high. In a nationally representative sample of children and adolescents in the United States, 60.4% reported exposure in the past year, with lifetime rates nearly a half to one-third higher, depending on exposure type.
recent studies, however, even subclinical symptoms of PTSD place children at risk for other psychiatric disorders. 2 Therefore, children and adolescents must receive effective treatment for PTS, PTSD, and co-occurring conditions.
TF-CBT Evidence
Among the CBT approaches for trauma exposure, PTSD and co-occurring sequelae, TF-CBT has the most evidence of effectiveness 15, 19, 20 (http://tfcbt.musc.edu). Six published randomized controlled trials support its effectiveness in reducing PTS symptoms and PTSD, depressive symptoms, shame, and trauma-related and general behavior problems compared with non-CBT interventions (eg, supportive or clientcentered therapies, waitlist control, usual care). [21] [22] [23] [24] [25] [26] All randomized controlled trials except one 25 involved individual TF-CBT delivery. An additional small randomized controlled trial comparing TF-CBT alone with TF-CBT plus sertraline 27 showed little perceived benefit of added pharmacologic intervention.
Results from two additional randomized controlled trials are forthcoming, one of which focuses specifically on youth exposed to domestic violence 28 and one that examines variation in the number of sessions and aspects of gradual exposure. 29 Follow-up studies provide evidence of sustained benefit at 6 months, 1 year, and 2 years posttreatment. [30] [31] [32] [33] Trials have focused predominantly on school-aged and preschool aged youth who have been sexually abused or multiply traumatized.
In the most recently published multisite randomized controlled trial involving 229 children ages 8 to 14 years, all youth were sexually abused, with 90% of these youth experiencing a mean of 3.7 different types of traumatic events, including sexual abuse. 21, 34 Children who received TF-CBT were half as likely as those in the clientcentered comparison condition to meet full Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) PTSD criteria at the end of treatment. Children in the TF-CBT condition also had significantly lower levels of depression and behavior problems, higher levels of interpersonal trust and perceived credibility, and lower levels of shame. Parents of children who received TF-CBT also experienced improvement in depressive symptoms, parenting ability, and their own abuse-related distress.
In addition to these randomized controlled trials, the evidence for TF-CBT is supplemented by several quasi-experimental [35] [36] [37] and open trials. 19, 34, 38, 39 Two open trials have focused specifically on childhood traumatic grief. 15, 19, 21, 34 One open trial provides additional evidence for group delivery of TF-CBT with sexually abused youth. 39 
Model Description
The TF-CBT model includes nine components, described using the acronym PRAC-TICE. The PRACTICE components include psychoeducation, parenting skills, relaxation skills, affective modulation skills, cognitive coping skills, trauma narrative and processing, in vivo exposure, conjoint child-parent sessions, and enhancing safety. TF-CBT is typically delivered in 12 to 20 sessions and is appropriate for children and adolescents ages 3 to 18 years. 15, 19 In TF-CBT, the clinician works with both the child and the child's nonoffending caregiver, usually a biological parent. In the beginning of treatment, the sessions typically involve meeting individually with the child and the parent. The PRACTICE skills are taught to both, with the exception of parenting, which is only taught to the parent. The goal of each component is to help the child and the parent achieve mastery over avoidance of trauma-related thoughts, feelings, reminders, and memories. The components are ordered in such a way that each component builds on the previous component, and therefore the components are typically provided in the PRACTICE order, with early PRAC skill-building components being delivered first.
A crucial part of providing TF-CBT involves the inclusion of exposure, or gradual exposure, to feared stimuli. Exposure has been identified as one of the common elements in CBT approaches for treating PTSD and other anxiety disorders. In the area of trauma, feared stimuli may include memories and physical reminders of the trauma (eg, sights, sounds, people, smells, other cues that serve as trauma reminders). Gradual exposure is integrated into all of the PRACTICE components, because it is a critical part of achieving mastery over avoidance. In each PRACTICE component, gradual exposure involves incrementally increasing the duration at which the child and the parent face feelings, thoughts, reminders, and memories of the child's traumatic experiences. The child can then habituate to the physical and psychological arousal that accompanies reminders of traumatic events so that avoidance and other symptoms are decreased. In addition to being included in all PRACTICE components, the trauma narrative portion of TF-CBT involves helping the child gradually develop a narrative of the traumatic experiences that can be reviewed during subsequent sessions. During the trauma narrative component, which occurs over several sessions (eg, three to four), the child describes details of what happened before, during, and after the traumatic events, and shares thoughts, feelings, and physiologic reactions.
When the traumatic event involves death and loss, grief-specific components are available (CTGweb: http://ctg.musc.edu), including grief-specific psychoeducation and guidance with grieving the loss, resolving ambivalent feelings, redefining the relationship (from interaction to memory), and committing to present relationships. Each of these components builds systematically on the PRACTICE skills and can be tailored to meet the unique circumstances of children and adolescents.
Implementation Considerations
Several recent efforts show success in delivering TF-CBT to special populations of youth, including those in foster care, residential settings, and international settings. Evidence of effectiveness with youth in foster care is accumulating, including from the Weiner and colleagues 37 study in Illinois and an ongoing National Institute for Mental Health (NIMH)-funded, randomized, effectiveness trial of TF-CBT in Washington State, focused on foster parent involvement and engagement (MH079910, PI: Dorsey, S).
Providing evidence for effectiveness in community-based settings, clinicians in many of the quasi-experimental and open trials of TF-CBT were masters-level clinicians employed in community mental health settings, and included youth who presented at mental health centers for treatment. [35] [36] [37] Ongoing research is evaluating TF-CBT in a range of settings with varying implementation conditions. 40 Among these, several statewide implementation projects include relatively rigorous evaluation plans (eg, Project BEST in South Carolina, www.musc.edu/projectbest; North Carolina Child Treatment Program in North Carolina, http://www.cfar.unc.edu/). Two NIMH-funded open trials of TF-CBT are currently underway in low-resource countries, one focused on HIV-infected children and adolescents who were sexually abused (from Zambia) and one focused on orphaned children and adolescents, many of whom were orphaned as a result of the AIDS epidemic and have traumatic grief symptoms (from Tanzania).
Cultural Considerations
In the United States, applications of TF-CBT have been developed for Latino 41 and Native American families. 42 These applications maintain all of the TF-CBT components but include culturally specific aspects of each (eg, cuento therapy involving story-telling for Latino families) to better engage families and ensure that the treatment is as culturally relevant as possible. In addition to these specific applications, all TF-CBT trainings, resources, and materials (eg, TF-CBTWeb, http://tfcbt.musc.edu) 15, 19 specify the need for providing the model components with fidelity, but in a manner that is flexible and engaging with regard to family and child background, ethnicity, and culture. Internationally, TF-CBT is currently being implemented in a range of settings in Zambia, Tanzania, China, Japan, Norway, Cambodia, Indonesia, Germany, the Netherlands, and other countries.
CBITS Evidence
Current evidence for CBITS consists of one randomized controlled trial, 16 one quasiexperimental trial, 43 and one field trial. 36 In the randomized controlled trial with sixth and seventh grade students (N 5 126), Stein and colleagues 16 compared CBITS with a waitlist control group. The intervention included 10 weekly 45-to 60-minute group sessions, one to three individual sessions focused on imaginal exposure to the traumatic events, two to four optional sessions with parents, and one teacher education session. After the 10-week CBITS intervention, the intervention group reported significantly lower PTSD symptoms than did the waitlist control group, with 86% of students in the CBITS condition reporting lower PTSD symptom scores than would have been expected without treatment. In addition, the CBITS group reported lower depression scores, with 67% of students reporting lower depression scores than would have been expected without treatment. For both PTSD and depression scores, differences between the groups disappeared after the waitlist delayedintervention group received CBITS. Furthermore, 78% of parents whose children received CBITS reported reduced psychosocial problems post-treatment; however, teachers did not report a significant reduction in classroom behavioral problems. The improvements in PTSD and depression symptoms, and parent-reported behavioral problems, were sustained at 6-month follow-up.
In their quasi-experimental study, Kataoka and colleagues 43 evaluated CBITS, with Spanish-speaking, recent immigrant students (N 5 113), also using a waitlist comparison condition. Students recently immigrated (ie, within the past 3 years) from Mexico (57%), El Salvador (18%), Guatemala (11%), and other Latin American countries (13%). 43 Bilingual clinicians conducted eight weekly 45-to 60-minute group sessions, one to three individual sessions with students, two to four optional sessions with parents, and one teacher education session. Specific emphasis was placed on culturally competent implementation. For example, support was provided for immigrationrelated loss and separation during parent sessions. Students in the CBITS condition with baseline PTSD symptoms in the clinical range showed a significant reduction in both PTSD and depression symptoms compared with those in the waitlist condition.
In the field trial for Project Fleur-de-Lis, 36 children who screened positive for PTSD symptoms 15 months after Hurricane Katrina were randomized to either a schoolbased group intervention (CBITS) or an individual intervention (TF-CBT) delivered at a mental health clinic. Overall, children in both intervention groups showed reductions in PTSD symptoms, although several children continued to have elevated symptoms posttreatment. CBITS seemed to be more accessible, however, with considerably more children beginning (98%) and completing (91%) treatment than in the TF-CBT condition, in which treatment was provided in a mental health clinic (23% and 15%, respectively).
Model Description
CBITS was originally designed for trauma-impacted, recently immigrated students from Latino, Korean, Armenian, and Russian backgrounds, to be delivered in inner-city school mental health clinics. 16 The developers used a participatory research framework that involved providers and family members in model design. CBITS targets youth between 10 and 15 years of age, and originally focused on exposure to community violence but also has been found effective for youth with a range of trauma histories. Although developed for the school setting, CBITS has also been implemented in other settings (eg, community mental health clinics).
CBITS, in a manner similar to TF-CBT, includes the common elements for traumaspecific CBT interventions for PTSD. CBITS incorporates psychoeducation, relaxation training, cognitive coping skills, gradual exposure to trauma memories through trauma narrative, in vivo exposure, affective modulation skills, cognitive restructuring, and social problem solving. 16 CBITS is delivered in a group setting (six to eight children per group), and typically includes 10 weekly sessions that are approximately 1 hour in length. In addition to the group sessions, one to three individual sessions focus on imaginal exposure to the traumatic event that occur before the gradual exposure exercises. CBITS also includes two parent education sessions in which parents learn about the effects of trauma on youth and the skills the youth are learning in treatment. Lastly, CBITS includes one teacher education session in which teachers learn about the effects of trauma on youth and the ways trauma-related symptoms may present in the classroom. 16 An adaptation of CBITS, support for students exposed to trauma (SSET), was developed for delivery by school personnel. 44 The adaption involved using a lesson plan format, eliminating individual break-out sessions and parent sessions, and using a more curricular format for imaginal exposure. A randomized trial of SSET (N 5 76) showed reductions in PTSD and depressive symptoms, particularly for youth with high levels of symptoms pretreatment. 44, 45 Compared with CBITS effects, smaller reductions in symptoms were seen with SSET.
Implementation Considerations
CBITS has the goal of increasing intervention "reach" 46 through addressing common barriers to treatment such as stigma and access through providing treatment in the school setting. CBITS has been implemented in various communities in the United States (eg, immigrant, urban ethnic minority, low socioeconomic status, middle class) and internationally (ie, Australia, Japan; for more information, see www.nctsn.org 47 ; Treatments that Work). CBITS has been specifically adapted for the Latino immigrant faith community 48 and to be delivered by nonclinical school staff (ie, SSET).
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TRAUMA AND GRIEF COMPONENT THERAPY Evidence
Trauma and grief component therapy (TGCT) is a CBT-based treatment for youth (12-20 years of age) who have been exposed to trauma or are traumatically bereaved. TGCT has been primarily provided in schools, although it can be delivered in community mental health or other service settings. Evidence for TGCT comes from one randomized controlled trial, 49, 50 two quasi-experimental studies, 35, 51 and two open trials. 52, 53 Three of these studies were conducted in a low-resource, international setting, namely Bosnia.
In the randomized controlled trial, 49 127 war-exposed Bosnian youth (13-19 years of age) in 10 secondary schools were randomized to receive only a classroombased psychoeducation and skills intervention (modules one and four of TGCT) or the classroom-based intervention and the 17-session group TGCT intervention. Both groups had significant reductions in PTSD symptoms at the end of treatment and at a 4-month follow-up. For youth who experienced at least one bereavement, a subgroup of those enrolled in both conditions, only those in the TGCT group had reductions in grief symptoms (at end of treatment, grief symptoms were not assessed at the 4-month follow-up). A significant decrease in depressive symptoms was seen in both groups at the 4-month follow-up, but only for the TGCT group at the end of treatment. Improvements in PTSD and depression were greater for those in the TGCT group than for those in the classroom-based intervention.
In the most recent quasi-experimental study, the Child and Adolescent Treatment Services (CATS) 35 project, which provided trauma-treatment services to children and adolescents in New York City post-9/11, more than half of the youth who received TGCT showed reduced PTSD symptoms at the end of treatment, with an even greater percentage showing improvement at 4-month follow up. In a quasi-experimental study of TGCT in Armenia (N 5 64), 51 receipt of TGCT was associated with reduced PTSD symptoms and stabilization of depressive symptoms, compared with youth who did not receive TGCT (and for whom depressive symptoms worsened). In the open trial conducted in the United States (N 5 26), 53 youth who received TGCT had decreased symptoms of PTSD and traumatic grief, if traumatically bereaved. In a open trial conducted in Bosnia (N 5 55), 52 similar outcomes were seen for PTSD and traumatic grief, in addition to decreased depressive symptoms. However, nearly half of the 55 youth (n 5 27) received only the first two of four modules (ie, did not receive the third griefspecific module; see later discussion), yet evidenced similar reductions in PTSD and traumatic grief.
Model Description
TGCT is typically group-based and includes approximately 10 to 24 sessions corresponding with four modules. The goal of the first module is to reduce acute distress and build group cohesion. Module one includes common CBT elements of psychoeducation, relaxation, and other skills for dealing with distress. Module two involves gradual exposure and cognitive processing. Module three involves providing griefspecific components (eg, psychoeducation about grief, adaptive remembering of the deceased). In the fourth module, the focus is on moving forward, and includes problem-solving of current difficulties, additional restructuring of maladaptive cognitions (eg, core beliefs), and taking steps toward restoring normal developmental progression.
Implementation Considerations
TGCT has been delivered in the United States in diverse populations and in a lowresource setting, and has been delivered by "real-world" providers, both in the domestic and international studies, indicating feasibility in community-based settings with community providers. In addition, two of the studies 49, 52 showed improvement in PTSD symptoms despite groups receiving only part of TGCT, suggesting further research is warranted regarding the potential benefit of more limited duration or complexity of interventions for traumatized youth.
PROMISING PRACTICES
Several promising practices in CBT for treating PTSD are available and merit review. Many of these treatments are being evaluated and, as research continues to accumulate, may supplement the menu of options and understanding of how to effectively treat children and adolescents with PTSD. Many of these practices combine common elements of CBT approaches to treating trauma with other CBT interventions, or aspects of other interventions, to explicitly address system-related issues or common comorbid conditions (eg, substance use, emotion dysregulation, depression). The developers of many of these practices have received additional resources and support as part of the congressionally mandated National Child Traumatic Stress Network (NCTSN; www.nctsn.org) that is administered through the Substance Abuse Mental Health Services Administration (SAMHSA). The NCTSN is a science-to-practice collaborative of more than 50 currently funded centers that combines resources from hospitals, universities, community-based organizations, schools, child welfare organizations, and other entities committed to increasing access to and raising the standard of care for children, adolescents, and their families affected by trauma. Therefore, the NCTSN has been a major catalyst for the development, implementation, and dissemination of various evidence-based and promising practices. The next section reviews a few of these promising practices. Many specifically target youth with chronic trauma exposure and high levels of emotional dysregulation.
Trauma Systems Therapy
Inspired by Bronfenbrenner's 54 socio-ecological model, trauma systems therapy (TST) is a systems-oriented, CBT-informed treatment for trauma-exposed youth that focuses on both PTSD and other trauma-related symptoms, and on explicitly attempting to remediate factors in the social environment that perpetuate symptoms. 55 Evidence to support the efficacy of TST comes from an open trial of 110 youth, aged 5 to 20 years. 55, 56 Participants showed significant improvements in PTSD symptoms and family and school-related problems over a 3-month follow-up period.
TST uses a multidisciplinary team to implement an array of interventions, within multiple systems, that target two key dimensions: (1) enhancing individuals' ability to regulate emotions and cope with considerable adversity, and (2) promoting change in the social environment (eg, increasing safety in the home, obtaining adequate housing) to decrease ongoing stress and threats that the child experiences. TST includes five phases (surviving, stabilizing, enduring, understanding, and transcending), which include many of the common CBT elements (eg, affective modulation, cognitive restructuring) and interventions in the broader systems designed to stabilize the child, family, or distressed and threatening social environments. For example, TST may include legal advocacy, case management, care coordination, and psychopharmacological interventions. TST uses structured assessments to determine which phase of treatment is indicated. This phase-based treatment is particularly useful for families who encounter a range of barriers to treatment engagement, multiple traumas, and a host of social environment issues. In an open trial of CPC-CBT involving 12 families and their 21 children (aged 4-14 years) that preceded the randomized controlled trial, child PTS symptoms improved and child-and parent-reported physically abusive behavior decreased. 60 Improvements were also seen in parenting consistency and parental anger toward the children.
CPC-CBT specifically targets PTSD, depression, abuse-related attributions, and externalizing behavioral problems in children and adolescents with a history of harsh physical discipline or coercive parenting strategies. CPC-CBT includes a treatment protocol for children and families at risk for child physical abuse that is built on TF-CBT, motivational interviewing, ancillary support services (eg, babysitting, transportation), case management, and relationship enhancement skills that specifically target family violence (eg, domestic violence). Parents and children attend 16 weeks of 2-hour sessions. Parent and child interventions are conducted concurrently for the first 75 minutes of the session by two group therapists in each group. The second 45 minutes involves the integrated joint parent-child sessions.
Structured Psychotherapy for Adolescents Responding to Chronic Stress
Structured Psychotherapy for Adolescents Responding to Chronic Stress (SPARCS) is a 16-session group intervention designed specifically to address the needs of chronically traumatized adolescents aged 12 to 19 years, living in or returning to chaotic environments and who may also be experiencing PTSD and problems in several domains of functioning (eg, interpersonal problems, affect regulation and impulsivity, self-perception 61 ). Evidence for SPARCS comes from a recent quasi-experimental trial implemented with 33 culturally diverse 13 to 21 year olds who had experienced a moderate or severe discrete traumatic experience. 37 Most participants were female (63.6%) and of ethnic minority (67% African American, 12% Latino, 21% White). In this study, SPARCS was found to be effective in improving traumatic stress symptoms, life domain functioning, and risk behaviors, but only for African American participants, perhaps because of insufficient sample size of the other two racial groups.
Given that chronic trauma exposure disrupts the progression of many basic developmental tasks, the overarching goals of SPARCS include helping youth deal with more complex forms of PTSD through coping more effectively with trauma and related sequelae; enhancing self-efficacy; connecting with others and establishing supportive relationships; cultivating awareness; and creating meaning. The theoretical basis for SPARCS is predominantly CBT and includes many of the common elements (eg, psychoeducation, relaxation and affective modulation, cognitive processing). SPARCS also includes modules and interventions from Dialectical Behavior Therapy for Adolescents (eg, mindfulness), 62 Trauma Affect Regulation Guide for Education and TherapyAdolescents (TARGET-A), and TGCT. Although SPARCS does not include a formal exposure component, participants may discuss and process traumatic experiences in the group with the guidance of the group facilitator.
Trauma-Focused Coping (Multimodality Trauma Treatment)
Delivered in schools and considered a precursor to CBITS, trauma-focused coping (TFC) is a group-based CBT approach for children and adolescents exposed to single-incident traumatic stressors (eg, disaster, exposure to violence, murder, suicide, fire, accidents 63 ). Evidence to support the effectiveness of TFC comes from a single-case, cross-setting design involving 17 participants 64 and a small clinicbased open trial involving seven youth. 63 In the March and colleagues 64 study, students who received TFC reported reduced PTSD symptoms at the end of treatment and at follow-up, and improved depression, anxiety, and anger. Youth with complex trauma presentations participated in the clinic-based open trial, 63 which included both individual (n 5 4) and group (n 5 3) provision of TFC. Youth had reduced PTSD symptoms posttreatment, but reductions were less robust than those found in the study by March and colleagues. 64 TFC targets PTSD and collateral symptoms of depression, anxiety, anger, and external locus of control. It was designed as a peer-mediating and skill-building group intervention for youth in late elementary through middle school. TFC includes 14 to 18 group sessions delivered during one class period each week. An individual pullout session is done mid-protocol to introduce narrative exposure in a controlled way.
Risk Reduction Through Family Therapy
Risk Reduction Through Family Therapy (RRFT) is a family-focused, integrated treatment that combines TF-CBT, multisystemic therapy, 65 and other approaches to reduce risky behavior (eg, substance use, sexual risk behavior) and trauma-related symptoms among sexually assaulted youth. 66 The seven primary targets of RRFT include psychoeducation, coping, family communication, substance abuse, PTSD, healthy dating and sexual decision making, and revictimization risk reduction. In general, sessions are 60 to 90 minutes once a week with phone check-ins as needed, and the number of sessions depends on the youth's symptom level. A small open trial of RRFT (N 5 10) with adolescent women (aged 14-17 years) showed reductions in PTSD and depression symptoms, reductions in substance use, slight improvements in family conflict and cohesion, and improvements in ecological functioning (eg, spending time with prosocial peers, engaging in positive family activities, attending school/work). Treatment gains were maintained at 6-month follow-up.
TARGET-A
TARGET-A is an intervention for youth between ages 12 and 19 years who have experienced interpersonal trauma (eg, maltreatment), an array of chronic trauma (eg, domestic violence, community violence), and other stressors. TARGET-A uses some CBT skills (eg, affective modulation skills, cognitive processing) in addition to other interventions. TARGET-A is usually delivered in 12 approximately 50-minute individual sessions. TARGET-A includes sequential skill-development modules designed to help adolescents in manage and prevent current PTSD symptoms. 67, 68 As in SPARCS, youth may choose to talk about past traumatic events (a part of gradual exposure, one of the common elements of trauma-specific CBT), but gradual exposure is not a core component of TARGET-A. The set of seven TARGET-A skills (ie, Focusing on the present moment, Recognizing stress triggers, identifying primary Emotions, Evaluating primary thoughts, Defining primary goals, identifying positive Options, and Making an ethical and spiritual contribution (FREEDOM) skills) was specifically designed to address complex presentations of PTSD and to focus on, and be delivered to, delinquent and juvenile justice-involved youth. Findings are forthcoming from a recently completed randomized controlled trial focused on girls (ages 13-17 years; N 5 59) involved in delinquency. 65 (Ford JD, Steinberg KL, Hawke J, et al, unpublished manuscript, 2010). Evidence for TARGET-A also comes from a randomized controlled trial (N 5 213) of TARGET with substance-using adults in an outpatient setting. 69, 70 TARGET was more effective in improving sobriety and PTSD-related outcomes, but differences in effectiveness varied by ethnicity of the participants.
CULTURAL CONSIDERATIONS
In the area of child and adolescent PTSD treatment, as in other areas, the relevance of EBPs, many of which were CBT approaches, to culturally diverse populations has been the subject of much debate. This controversy is largely because of the disproportionate use of European American, middle-class families in early treatment studies. Moreover, many questioned the validity of the use of EBPs given the absence of data supporting use with ethnically diverse populations. However, because of the relatively recent development of many of these treatments, studies of trauma-specific CBT have included diverse samples in the randomized controlled trials, quasi-experimental studies, and open trials (TF-CBT, CPC-CBT,TGCT) were developed specifically to target multicultural/multilingual populations (CBITS, TST, TARGET-A, SPARCS), and have cultural-specific applications (TF-CBT).
In addition, a growing number of studies have shown that EBPs for many disorders, including PTSD, may be more efficacious than usual care for ethnic minority youth, [71] [72] [73] and that EBPs and cultural competence and sensitivity may be more complementary than disparate. 74 Despite these advances, many questions remain regarding treatment effects and outcomes with ethnically diverse youth, both for PTSD and other disorders. Do culturally specific applications, for example, enhance treatment outcomes for ethnically diverse youth? Have these treatments been tested with diverse populations within the community-based settings in which they are typically provided? As a result of these and other questions, the field is beginning to increase its focus on the impact of cultural influences on client engagement, the therapeutic relationship, symptom expression, and improvement. In the area of trauma-specific CBT approaches, researchers and treatment developers are examining culturally specific aspects of common elements such as cognitive processing and exposure, and highlighting ways in which culture maybe a source of mastery, strength, and resilience. 41 The field is advancing and researchers in the area of PTSD treatment are at the forefront, given that the role of culture in the treatment of trauma and traumatic stress is crucial. Specifically, culture often plays a role in treatment-seeking behavior, preferences about treatment, engagement in treatment, and beliefs about why traumatic experiences happened and what is necessary for recovery and improvement. 75 
SUMMARY AND FUTURE DIRECTIONS
Trauma-specific CBT interventions for treating child and adolescent PTSD are available, and research both on existing and relatively new CBT approaches to treating PTSD continues to accumulate. CBT treatments for PTSD include individual and group approaches; interventions included in this review showed improvements in PTSD symptoms with treatment, and many of these gains were sustained over time (ie, TF-CBT, CBITS, TGCT). Most studies of CBT approaches to treating trauma also showed improvements in other commonly co-occurring difficulties (eg, depression, anxiety, behavior problems). These improvements are likely partly because of the differential developmental manifestations of PTSD and the overlap in common elements across CBT treatments that also address these co-occurring difficulties. Future directions for the field include continuing to conduct research on promising practices and their ability to remediate PTSD; examining issues related to cultural applicability and responsiveness; ensuring effective implementation and dissemination (eg, treatment reach); and sustaining treatment gains over time. Additional next steps may also include the examination of the core elements of treatments and their relevance to workforce development as increasingly more clinicians begin to embrace evidence-based treatments.
